Editorial sity PA more difficult, or even unsafe, to achieve. The guidelines highlight this point specifically, suggesting that those unable to perform 150 minutes of moderateintensity activity should be as physically active as any limiting medical conditions allow [1] . Even walking/ biking within the confines of a commute exhibited CVD benefit in a meta-analysis, with an 11% reduction in CVD risk (Risk ratio (RR) 0.89, CI: 0.81-0.98); replacing sitting with light activity is additionally known to reduce mortality [5, 6] . A further benefit in the updated guidelines is the removal of a minimum amount of PA in a single setting (known as "bouts") required to contribute toward daily total exercise goals (previous guidelines stated 10 minutes as a minimum increment), such that now all PA throughout the day counts toward the 150-minute weekly total [1, 4] . Furthermore, there does not appear to be an upper bound on the CVD benefits derived from PA in those able to exceed PA recommendations. As cited in the guidelines, there is strong evidence of an inverse doseresponse relationship between moderate and/or vigorous PA and CVD mortality [1, 4] . Therefore, while reaching the recommended 150 minutes of moderate-intensity PA associated with a 40% reduction in CVD mortality, those going beyond this level to at least 3-5 times the current recommendations continued to exhibit a CVD mortality benefit [1] . An area specifically highlighted by the guidelines with respect to older patients is the importance of multicomponent activity that includes aerobic in addition to balance and weight-training exercise [1] . This has displayed relevance not only in primary prevention, but also in older patients with known CVD, with studies in resistance training and complementary exercises in older adults exhibiting improved mobility as compared to controls. It is important to note that while multicomponent exercise is broadly endorsed by the guidelines in older patients, due to a small number of studies on CVD-specific effects, the 2018 PA guideline committee assigned only a limited evidence recommendation for the addition of multi-component exercise to improvements in CVD risk [1] . The utility of categorizing these activities as either low, moderate, or highintensity activities in older populations, where relative intensity may serve as a better marker than the absolute intensity of the activity, has yet to be delineated.
The benefits of PA on CVD risk and mortality are clear and growing. In older adults aged ≥70, higher fitness was associated with improved survival; whereas there was no association of traditional risk factors and survival in this older cohort [7] . As the updated 2018 PA guidelines highlight, older patients are one of the populations to receive the greatest benefit from PA interventions [1] . While meeting or exceeding guideline recommendations of 150 minutes of moderateintensity or 75 minutes vigorous-intensity activity is the goal, even modest increases in activity can lead to marked reduction in CVD morbidity, mortality, and healthcare spending. Further research in needed on the contribution of light activity, the effect of multicomponent exercise on CVD risk and mortality, and greater precision on the risk/benefit of those with chronic conditions exerting themselves. Regardless, the data to date are robust on the cardiovascular benefits of PA derived by aging patients, and the updated PA guidelines act as an important step forward in promoting better outcomes for this patient population.
